Aims. Mental health policy internationally varies in its support for recovery. The aims of this study were to validate an existing conceptual framework and then characterise by country the distribution, scientific foundations and emphasis in published recovery conceptualisations.
Introduction
The term 'recovery' has become prominent in mental health systems internationally. Yet across different countries and settings, the term is used inconsistently and with differing implications for policy and practice. It has been suggested that this reflects an important debate about the core purpose of mental health services (Slade, 2009c) . This debate has been characterised in two ways: as a difference in emphasis and as a paradigmatic tension.
What is 'recovery'?
Proponents of the first characterisation emphasise the continuity between current conceptualisations about recovery and past initiatives in psychiatry. For example, in Europe, these would include Querido's development of social psychiatry in the Netherlands, the York Retreat in England, Pinel's asylum in France and the Basgalia Law in Italy. Social activists with no connection to the mental health system have also been included in the lineage of recovery thinking (Davidson et al. 2010a ). This characterisation emphasises that different meanings of recovery exist, which are compatible and reflect differing needs at different points in an individual's journey. In England, this has involved the recommendation that 'alongside a traditional emphasis on understanding psychopathology and treatment, the application of recovery values. . .would suggest: progressively involving experts by experience as trainers. . .; the importance of intentional peer support (Mead, 2005) ; the significance of narrative perspectives; self-management and self-directed care; and how mental health staff, people who use services and carers can work collaboratively to optimise recovery possibilities' (Care Services Improvement Partnership, 2007) (p. 25) .
The second way this debate has been characterised is as tension between opposing paradigms. These have been variously labelled as recovery 'from' v. recovery 'in' (Davidson et al. 2008b) ; clinical recovery v. social recovery (Secker et al. 2002) ; scientific v. consumer models of recovery (Bellack, 2006) ; and servicebased recovery v. user-based recovery (Schrank & Slade, 2007) .
An emergent differentiation is between clinical recovery and personal recovery (Slade, 2009b) . Clinical recovery has emerged from professional-led research and practice, and involves returning to normal. For example, a widely used definition is that recovery comprises full symptom remission, full-or part-time work or education, independent living without supervision by informal carers, and having friends with whom activities can be shared, all sustained for a period of 2 years (Libermann & Kopelowicz, 2002) . One merit of this definition of recovery is that epidemiological evidence on recovery rates can be collected (Arvidsson, 2011) , showing for example that the majority (i.e. >50%) of people with a diagnosis of schizophrenia will over a 20-year period experience clinical recovery (Slade et al. 2008 ). An orientation towards clinical recovery leads to a focus on ensuring access to effective treatments (Semisa et al. 2008) .
However, people who use mental health services have challenged the assumptions about normality embedded in clinical recovery: 'this kind of definition begs several questions that need to be addressed to come up with an understanding of recovery as an outcome: How many goals must be achieved to be considered recovered? For that matter, how much life success is considered 'normal'?' (Ralph, 2005, p. 5) . People personally affected by mental illness have increasingly communicated both what their life is like with the mental illness and what helps in moving beyond the role of a patient (Romme et al. 2009 ). The understanding of recovery which has emerged from these narrative accounts differs in its focus from clinical recovery. A widely cited definition was put forward by William Anthony in 1993: 'Recovery is a deeply personal, unique process of changing one's attitudes, values, feelings, goals, skills, and/or roles. It is a way of living a satisfying, hopeful, and contributing life even within the limitations caused by illness. Recovery involves the development of new meaning and purpose in one's life as one grows beyond the catastrophic effects of mental illness' (Anthony, 1993, p. 17) . A briefer definitionin contrast to the clinical recovery focus on getting back to normalis that recovery involves 'living as well as possible' (South London and Maudsley NHS Foundation Trust, 2010, p. 6) .
Is recovery an international phenomenon?
A policy orientation towards personal recoverygenerally defined using the Anthony definition in the previous paragraphis present in some countries and absent in others (Slade et al. 2008) . Broadly, a recovery approach is enshrined in the policy of most English-speaking countries, somewhat present in German-speaking Europe and not present in Central and Northern Europe, Asia and Africa. This is reflected in a recent review of recovery developments internationally, which features papers from Australia, Austria, Canada, England, Hong Kong, Israel, New Zealand, Scotland and the USA (Slade et al. in press) .
This uneven policy endorsement may be due to a range of reasons. These include the absence of any mental health-specific policy in some countries; an opposition to a recovery orientation in principle; and an absence of recovery research relevant to the specific country. This study was undertaken to provide an evidence base to understand better the global distribution of pro-recovery policy, by systematically reviewing conceptualisations of recovery and analysing these in relation to their country of origin. The aims were to validate an existing coding framework for recovery processes, and then to use this coding framework to characterise by country the distribution, scientific foundations and emphasis in recovery conceptualisations.
Method
This systematic review updated and modified a previously published systematic review and narrative synthesis of the literature on the meaning of personal recovery . The original review collated evidence available until September 2009, and did not report findings by country. Data and the coding framework from the original review are used in this review. Additionally, the original review was updated by including studies published from September 2009 to August 2011, and the synthesis was modified by analysing studies by country of origin.
Eligibility criteria
The review sought to identify papers that explicitly described or developed a conceptualisation of personal recovery from mental illness. A conceptualisation of recovery was defined as either a visual or narrative model of recovery, or themes of recovery, which emerged from a synthesis of secondary data or an analysis of primary data. Inclusion criteria for studies were: (i) contains a conceptualisation of personal recovery from which a succinct summary could be extracted; (ii) presented an original model or framework of recovery; (iii) based on either secondary research synthesising the available literature or primary research involving quantitative or qualitative data based on at least three participants; (iv) available in printed or downloadable form; and (v) available in English. Exclusion criteria were: (a) studies solely focusing on clinical recovery (i.e. using a predefined and invariant 'getting back to normal' definition of recovery through symptom remission and restoration of functioning); (b) studies involving modelling of predictors of clinical recovery; (c) studies defining remission criteria or recovery from substance misuse, addiction or eating disorders; and (d) dissertations and doctoral theses (due to article availability).
Search strategy and data sources
Three search strategies were used to identify relevant studies: electronic database searching (original search and updated search), hand searching (original search only) and web-based searching (original search only).
(1) Twelve bibliographic databases were initially searched using three different interfaces: AMED; 
Data extraction and quality assessment
In the original search, one rater (V.B.) extracted data and assessed the eligibility criteria for all retrieved papers, with a random sub-sample of 88 papers independently rated by a second rater (J.W. or C.L.). Disagreements between raters were resolved by a third rater (M.L.). In the updated search, two raters (F.B. and M.J.) extracted data and assessed eligibility criteria, with disagreements resolved by a third rater (V.B.). Acceptable concordance was predefined as agreement on at least 90% of ratings, and concordances of 91% in the original search and 92% in the updated search were achieved. For each included paper, the following data were extracted and tabulated: type of paper, methodological approach, participant information and inclusion criteria, study location, and summary of main study findings. Qualitative papers were quality assessed using the RATS qualitative research review guidelines (Clark, 2003) . The RATS scale comprises 25 questions about the relevance of the study question, appropriateness of qualitative method, transparency of procedures and soundness of interpretive approach. To make judgements about quality of papers, we dichotomised each question to yes (1 point) or no (0 points), giving a scale ranging from 0 (poor quality) to 25 (high quality). In the original search, papers were quality assessed by three raters (V.B., J.W. and C.L.), with a random sub-sample of 10 studies independently rated by a second rater (M.L.). The mean score from rating 1 was 14.8 and from rating 2 was 15.1, with a mean difference in ratings of 0.3 indicating acceptable concordance. In the updated search, all qualitative papers were quality assessed independently by two raters (F.B. and M.J.), achieving a rating concordance of 93.2%, with disagreements between raters resolved by a third rater (M.L.). Quantitative studies were quality assessed using the Effective Public Health Practice Project quality assessment tool (EPHPP, 1998) , with independent identical ratings made by two reviewers (V.B. and M.L.). Systematic review papers were quality assessed using the NICE guidelines manual (National Institute for Health and Clinical Excellence, 2009).
Analysis
In the original review, a conceptual framework was developed from data collected during the original search, using a modified narrative synthesis approach (Popay et al. 2006 ). The first stage of the narrative synthesis comprised development of a preliminary synthesis using tabulation, translating data through thematic analysis of good quality primary data and vote counting of emergent themes. An initial coding framework was developed and used to thematically analyse a sub-sample of qualitative research studies with the highest RATS quality rating (i.e. RATS score of 15 or above), using NVIVO QSR International qualitative analysis software (Version 8). The main overarching themes and related sub-themes occurring across the tabulated data were identified, using inductive, open-coding techniques. Additional codes were created by all analysts where needed and these new codes were regularly merged with the NVIVO master copy and then this copy was shared with other analysts, so all new codes were applied to the entire sub-sample. Once the themes had been created, vote counting was used to identify the frequency with which themes appeared in the 97 papers. The vote count for each category comprised the number of papers mentioning either the category itself or a subordinate category. On completion of the thematic analysis and vote counting, the draft conceptual framework was discussed and refined by all authors. Some new categories were created, and others were subsumed within existing categories, given less prominence or deleted. This process produced the preliminary conceptual framework.
In the second stage of the narrative synthesis, the relationships within and between studies were explored, with a specific focus on data involving people from Black and Minority Ethnic (BME) backgrounds. In the final stage, the robustness of the synthesis was assessed, using two approaches. First, qualitative studies that were rated as moderate quality on the RATS scale (i.e. RATS score of 14 or less) were thematically analysed until category saturation was achieved. The resulting themes were then compared with the preliminary conceptual framework developed in Stages 1 and 2. Second, the preliminary conceptual framework was sent to an expert consultation panel comprising 54 experts who had either academic, clinical or personal expertise about recovery. They were asked to comment on the positioning of concepts within different hierarchical levels of the conceptual framework, identify any important areas of recovery which they felt had been omitted and make any general observations. The preliminary conceptual framework was modified in response to these comments, to produce the final conceptual framework used in the current study.
Data from papers identified in the updated search were deductively coded using the first-and secondorder themes (shown in Table 2) as the coding framework. Once the themes were coded, vote counting was carried out to calculate the frequency of each of the themes. The aim of the vote counting process was to quantify the number of papers in which the themes occurred. This meant that for each paper, a category, if present, was only counted once, regardless of the number of times it appeared in the text. One rater (M.L.) conducted the vote counting for all papers identified in the updated search. To improve the reliability, double vote counting was carried out by another researcher (F.B., M.J., C.L. or J.W.), with disagreements between researchers resolved by discussion. A concordance of 82% was achieved. All papers from both the original and updated search were then grouped by the country in which the studies had taken place, based on the study description and (when not stated) the author affiliations. The frequency of each theme per country was then calculated.
Results
A total of 115 papers describing 105 conceptualisations of recovery were identified. The flow diagram is shown in Fig. 1 .
The 97 studies (reporting 87 new conceptualisations of recovery) in the original search were listed in the general paper ). In the updated search, 18 new studies were identified (Vogel-Scibilia et al. 2009; Romme et al. 2009; Dilks et al. 2010; Kartalova-O'Doherty & Tedstone Doherty, 2010; Kelly et al. 2010; Mansell et al. 2010; Mezey et al. 2010; Noiseux et al. 2010; Romano et al. 2010; Schön, 2010; Wood et al. 2010; Davidson et al. 2010b; Green et al. 2011; Holm & Severinsson, 2011; Kogstad et al. 2011; Turton et al. 2011; Stickley & Wright, 2011a , 2011b .
The scientific foundations for the 105 conceptualisations of recovery are shown in Table 1 .
The quantitative study was rated as moderate quality, and the two systematic reviews were rated as 3/5 and 4/5.
Conceptualisations of recovery were identified from 11 individual countries, plus two mixed-country studies: UK and Austria (Schrank & Slade, 2007) , and UK and Australia (Ramon et al. 2007 ). Four countries each had one identified paper: New Zealand (Lapsley et al. 2002) , Taiwan (Song & Shih, 2009 ), South Korea (Sung et al. 2006) and Iceland (Asmundsdottir, 2009 ).
The final conceptual framework comprised three inter-linked, super-ordinate categories: Characteristics of the Recovery Journey; Recovery Processes; and Recovery Stages. The Recovery Processes comprised connectedness, hope and optimism about the future, identity, meaning in life and empowerment (summarised using the acronym CHIME), and are the focus of the current study since they have the most proximal relevance to clinical research and practice.
Within the CHIME framework, connectedness related not only to the connections, relationships and social support individuals have with other people, but also included connections to the wider community and to society as a whole. Different types of support were therefore incorporated within the connectedness category, including peer support, support from professionals and support from the community, family and friends. Hope was defined as vital to the process of recovery: people needed to have hope and a belief in their own recovery, but also needed others to believe in them. Hope also included the belief that things would get better, which often provided the motivation for change. Part of the process of overcoming mental illness, involved the individual's identity. In particular, redefining and rebuilding a positive sense of identity were identified as key recovery processes. Within the framework, meaning in life was a broad category, including many themes related to finding meaning in life and also meaning associated with the mental illness experience. Sub-categories described different ways individuals could find meaning, including through social roles, goals, employment and meaningful activities. Finally, the CHIME framework included empowerment, which related both to a sense of empowerment within mental health servicessuch as having control over treatment and having personal responsibilityand also included becoming an empowered member of society.
The CHIME categories and sub-categories were identified in the original review. To validate this coding framework, it was applied deductively to the papers identified in the updated review. The results are compared in Table 2 .
Codings in papers identified in the updated search were at least as frequent for nearly all sub-categories as codings in papers identified in the original search, Table 1 . (18) providing some evidence that the coding framework remains valid in more recent studies. Codings for all papers were then considered. Papers were grouped by country. Codings in the four papers from individual countries (Iceland, New Zealand, South Korea and Taiwan) spanned all five CHIME categories, apart from the South Korea study that coded Connectedness and Meaning in life only. The distribution of coding categories for the seven countries with more than one paper is shown in Table 3 .
At the top level, there was relative high frequency of coding each CHIME category, with some differences for second-level categories.
Discussion
The international literature on conceptualisations of recovery was systematically reviewed for Englishlanguage publications, and then organised by country. A substantial majority -95 (91%) of the 105 identified conceptualisationswere published in English-speaking countries, primarily the USA (47%) and the UK (25%).
The scientific foundation was primarily qualitative research (53%), non-systematic literature reviews (24%) and position papers (12%), with very few systematic reviews (2%) and quantitative empirical studies (1%). Both systematic reviews were undertaken in the UK. In relation to emphasis within each country, there was a relatively similar distribution of codings for each of the CHIME top-level categories across the different countries. There were differences in coding of secondlevel categories.
Dominance of western conceptualisations of recovery
This study shows that published conceptualisations of recovery in English language publications have primarily emerged from the English-speaking world. This mirrors the distribution of pro-recovery policy. Ideas about recovery are becoming visible in non-English countries, even though the translation of the term varies. In Germany, the term is used in untranslated form (Amering & Schmolke, 2007) . In Hong Kong, a popular translation is 復元 (fu yuan) in which yuan (元) denotes the primordial qi (meaning energy), so recovery means 'regaining vitality and life force' (Tse et al. 2012 ). An alternative translation is 復原 (fu yuan), or restoration to an original state, and a third is 復圓 (fu yuan), which involves the broader idea of regaining fullness and completeness. Although all three have the same English phonic, they differ in nuance.
Well-developed understandings of recovery and well-being exist in non-western cultures. For example, the identity of indigenous Australian people is interwoven with the physical world (Flood, 1991) . Spiritual identity is shared with the land, a description of reality which clearly incorporates a concept of identity quite different from western psychological, sociological and philosophical understandings. Similarly, Native American Indian conceptions of health involve a relational or cyclical world-view, balancing context, mind, body and spirit (Cross et al. 2000) . Māori and Pacific Islanders in New Zealand also have a cultural identity influenced by Whānau Orathe diverse families embedded in the culture (Lapsley et al. 2002) .
The absence of any substantial reference to these conceptualisations in English-language publications reinforces the concerns raised by others about the wider cultural applicability of 'recovery' (O'Hagan, 2004) . Some question the focus on individuality: 'the recovery approach seems to have taken us in an individualising and personalising direction,' with a danger of 'losing contact with the strength that people gain from each other, and the value of communities' (Mind, 2008, p. 11) . Others are concerned about the embedded socio-political assumptions: 'I believe that current transnational forms of organizing social relations are both cultures of compliance and cultures of constraint . . . these global forces reconstruct people's identities so that they are given few social options for agency. There is a trend in the "recovery" movement to, at best, a constraining and, at worst, an oppressive set of social discourses and relations. . .the language of "recovery" needs to be questioned for its congruency with the type of social actor that is required for the successful spread of the global market economy' (Mental Health 'Recovery' Study Working Group, 2009, p. 32) . These concerns lead someespecially from within the service user movementto an oppositional stance: 'The "recovery" movement is dangerous if it stays solely focused on the adjustment of the individual to social forces by "recovering"' (Mental Health 'Recovery' Study Working Group, 2009, p. 33) .
One approach to avoiding a monocultural understanding of recovery will be to enlarge the scientific evidence base from non-western countries and from non-majority populations. For example, studies investigating recovery in Black and Minority Ethnic mental health service users identified a greater emphasis on spirituality, stigma, culture-specific factors and collectivist notions of identity .
Evidence gaps
This study shows that the scientific foundation of recovery models and frameworks remains primarily qualitative studies and expert opinion. These forms of evidence are relatively low in the evidence-based medicine hierarchy. This points to the need for a more quantitative evidence base (Slade & Hayward, 2007) , involving the use of standardised measures of recovery (Poloni et al. 2010) . We identify three key knowledge gaps.
First, how does recovery unfold over time? A number of stage models have been proposed , and these can be mapped onto the change model described in the Transtheoretical Model (Prochaska & Di Clemente, 1982) . However, they are mainly based on evidence that is qualitative, retrospective and self-reported. Prospective, quantitative and multi-perspective evaluations are lacking. Empirical data about changes over time in the experience of recovery will inform both models and interventions. This might involve using mixed methods, such as a multivariate repeated measures design using quantitative standardised measures completed by the service user, their family member and their clinician, alongside a diary study. This design would also allow empirical investigation of the relationship between the stage of recovery and the five CHIME processes.
Second, debates about the contribution of mental health services to recovery continue, and are often polarised and non-evidence based. It is plausible to expect that the contribution of services to recovery varies both between individuals and within individuals over time, so there will be no single answer. It is also clear that the process of care is more than simply a vehicle for providing evidence-based treatments, but rather an active contribution to people's recovery (Davidson et al. 2008a ). More broadly, best available evidence drawn from international guidelines suggests that mental health systems can support recovery in relation to four domains of practice: promoting citizenship, organisational commitment, supporting personally defined recovery and working relationships . Empirical evidence about the relative contribution of mental health services and other sources of support for recovery will inform this debate (Slade, 2010a) .
Finally, quantitative approaches are needed to evaluate interventions that support recovery, and to understand the relationship between changes in recovery domains (e.g. CHIME) and clinical domains of outcome.
These questions are being evaluated in the REFOCUS randomised controlled trial .
Although not within the scope of the current review, it is worth noting that the scientific evidence base for recovery is slowly growing. Systematic reviews (Doughty & Tse, 2005; Leamy et al. 2011) , randomised controlled trials (Greenfield et al. 2008; Barbic et al. 2009 ), intervention manuals (Clarke et al. 2006; Bird et al. 2011) , scholarly overviews (Slade, 2009c; Andresen et al. 2011 ) and practice guides (Davidson et al. 2009; Slade, 2009a) all contribute to an emerging evidence base for recovery practice and outcomes. Consensus on best practice internationally is now emerging (Compagni et al. 2007; , and links are being established with a wider and related literature on topics such as person-centred planning (Adams & Grieder, 2005) , positive psychology (Resnick & Rosenheck, 2006) and well-being (Slade, 2010b) . A key challenge in the development of this evidence base is ensuring that those people directly affected by the researchpeople who use mental health services and their carersare involved as partners in the development of scientific knowledge, either through direct co-production (Boyle & Harris, 2009) or through collaboration (Slade et al. 2010) .
Differences between countries
At the top level of the coding framework, there was no great variation between countries. This suggests that, at least within English-speaking countries, the five CHIME dimensions do capture key aspects of recovery, and can be recommended as the basis for a common understanding, with the caveat of the monocultural concern noted earlier.
At the second level of coding, differences emerge. Connectedness sub-categories were most densely coded in the USA and UK, reflecting their focus on community integration and social inclusion, respectively. The importance placed on meaning in life was somewhat higher in the UK and Canada. Finally, a marked emphasis on strengths was present in Australia. This relates to two developments being implemented across the country: the Strengths Model (Rapp & Goscha, 2006) and the Collaborative Recovery Model (Oades et al. 2005) , both of which have a strong empirical evidence base. A focus on strengths is for example prominent in a recent framework for recovery-oriented practice published in Victoria, Australia (Department of Health, 2011) .
Limitations
The study has at least five limitations. First, the CHIME framework is based on secondary analysis presented in each source paper, rather than considering the primary data directly. Second, the emergent categories were only one way of grouping the findings, so the CHIME Framework could be amended if the narrative synthesis were repeated. Third, the country of origin for reviews may not reflect the often international sources of data informing the presented model. Fourth, the restriction to English-language papers means that the development of frameworks for recovery in other languages is unknown. Finally, and as with the original review, the CHIME framework should not be seen as definitive. Recovery is an individual and dynamic process, and this review is not intended to be a rigid definition of what recovery 'is', but rather a resource to inform future research and clinical practice.
The main finding is that current conceptualisations of recovery are primarily based on Western European and North American models, and a broader scientific evidence base is needed. The incorporation of recovery ideas into non-English speaking countries is underway (Tse et al. 2012) but this needs to be a two-way process: research from culturally more dissimilar countries would help to highlight both embedded social and political assumptions about the nature of recovery, and the individualistic rather than collectivist focus of current models of recovery.
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